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Reflection in Medical Education 
Abstract 
This paper offers a medical-education perspective that I will hope complement other disciplinary 
perspectives in examining the value of reflection for learning in tertiary education. The paper outlines 
some of the theoretical strands of reflective practice facilitated in a unique course subject for 
professionalism and patient safety, within the new spiral curriculum at Leeds University School of 
Medicine. The material presented in this paper outlines some of what is delivered during the medical 
students’ interactive sessions; this material is continually modified based on feedback from both students 
and learning facilitators. 
The paper discusses why both students and clinicians need to reflect, some of the theoretical dimensions 
and models and examples from the Leeds context of how reflective competence can be progressively 
developed over the course of an undergraduate program. 
The focus of the final section suggests directions for reflective practice in the future, where reflexivity 
takes the form of more collective endeavours requiring some change in culture and perceptions of 
professional identity. The paper concludes with the proposition that collaborative forms of reflection need 
to include more involvement of patients, interprofessional communities of practice and the use of 
learning from other disciplines; all of these require different levels of thinking and different ways of 
working. 





Reflection in Medical Education 
 
Ken Hargreaves, University of Leeds, lkmhargreaves@btinternet.com  
 
Medical Education’s ultimate aim is to supply society with a knowledgeable, 
skilled and up-to-date cadre of professionals who put patient care above self 
interest, and undertake to maintain and develop their expertise over the course of 
a lifelong career. 
 




This paper offers a medical-education perspective that I will hope complement other disciplinary 
perspectives in examining the value of reflection for learning in tertiary education. The paper 
outlines some of the theoretical strands of reflective practice facilitated in a unique course subject 
for professionalism and patient safety, within the new spiral curriculum at Leeds University 
School of Medicine. The material presented in this paper outlines some of what is delivered during 
the medical students’ interactive sessions; this material is continually modified based on feedback 
from both students and learning facilitators. 
 
The paper discusses why both students and clinicians need to reflect, some of the theoretical 
dimensions and models and examples from the Leeds context of how reflective competence can be 
progressively developed over the course of an undergraduate program. 
 
The focus of the final section suggests directions for reflective practice in the future, where 
reflexivity takes the form of more collective endeavours requiring some change in culture and 
perceptions of professional identity. The paper concludes with the proposition that collaborative 
forms of reflection need to include more involvement of patients, interprofessional communities of 
practice and the use of learning from other disciplines; all of these require different levels of 




Reflective learning and practice are central to medical education and a career in medicine (albeit 
not peculiar to this profession alone). The use of reflection in education and training for 
professional development has been prominent within the literature for nursing, teacher education 
and social care, and more recently in the training of doctors (Boud 2010). The process of reflection 
and reflective competency are powerful for maximising deep and lifelong learning, and for 
achieving higher levels of responsive professional practice in a medical career. The imperative for 
understanding the value of reflection and its promotion in professional contexts is to enhance the 
deeper learning of the student and improve professional performance for the benefit of the client, 
in the form of patient-centred care. This paper encapsulates the strands of reflection in learning 
and “becoming” a reflective practitioner, which may apply to many disciplines and professions, 
but is specifically contextualised here to medical education and an effective career in healthcare. 
The paper focuses on the reasons for and examples of facilitating reflective practice, and considers 
future directions for reflection.  
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Drivers for reflection in medical education 
The drivers for promoting and developing high levels of reflective competency in medical 
education at all levels, within undergraduate, postgraduate and continuing professional 









Figure 1. Principal drivers for reflection in medical education 
 
These two domains are not antagonistic; rather, they are complimentary components of a holistic 
process to ensure reflective competency for the individual, the team and the healthcare 
organisation. Reflection is important for learning and a career in medicine, improving 
understanding, showing outcomes and promoting a desire for lifelong learning; it is also valuable 
in improving clinical competence and performance and for ensuring continual professional 
development (Kaufman & Mann 2010, p.23). At the organisational level, schools of medicine 
need to explore ways of producing a reflection-fostering culture that permeates the faculty, 
including tutors and students. In Leeds the design and delivery of a spiral curriculum for medical 
education was crucial in developing a comprehensive skill set for evolving humane medics. A 
spiral curriculum, according to Bruner (1976), is where information is structured so that complex 
ideas (topics or themes) are taught at a simplified level first and revisited at more complex levels 
later in the program. Examples of tried and tested learning and teaching, along with areas for 
continual improvement and innovation, are provided throughout the paper. The next sections focus 
on the two domains: dimensions of reflection for learning and dimensions for regulating the 
profession.  
 
Dimensions of reflection for learning 
 
Over time the principal focus of reflection for learning has been on the self and one’s experience 
of a situation or event, and how an understanding of the two can inform future action. Although 
Honey and Mumford (1992) suggested that some individuals may demonstrate a “reflector” 
learning style, there is no evidence for this, and it is very focused on individual learning. What 
might be an idiographic form of learning for some individuals, according to Honey and Mumford, 
should ideally be a competence for all learners to acquire over time.  Embracing reflective practice 
in education, a crucial metacognitive skill, supports learners to make sense and meaning (Schön 
1983), and to continually adjust knowledge through a process of deconstruction and 
reconstruction. This process is displayed in the levels expressed in Bloom’s taxonomy of learning 
(1964). Challenging assumptions and previous knowledge through the reflective process is the 
stuff of transformative learning for everyone, and acknowledges that learning is not just inherent 
in the individual, but is affected by the context, including other people.  
 
…reflection is so critical; there can be no higher growth for individuals or for 

















Other examples of metacognition would be the personal consideration of various constructs 
involving the self: self-awareness, self-efficacy beliefs and perceptions of competence in one’s 
own emotional intelligence. Links between development of emotional intelligence and reflective 
competency is of benefit to doctor/patient relationships, and consequently the potential outcomes 
for patients; as the medical student’s professional identity develops, so should their reflective 
competence and practice. This aligns with the process of “becoming”, a metaphor for learning 
(Hager 2008); becoming focuses particularly on the continual process of learning over time. 
Learning affects the sense of professional identity and development of reflective practice, which is 
crucial to educating and training medical students. 
 
Wald and Reis (2010, p.3) state that “...reflection is not necessarily intuitive and educational 
interventions are warranted”, emphasising the benefit of moving beyond Honey and Mumford’s 
(1992) restrictive conception of learning. Realising that it cannot be assumed that medical students 
can understand neither the concept of reflection nor its importance to reflective practice in the 
medical profession a process like osmosis or a reliance on vicarious learning, opportunities must 
be injected into the curriculum to allow students to learn about reflection and develop it during the 
undergraduate program (five years in most of the UK; six years in many other countries). An 
important consequence of further developing each learner’s metacognitive skills, and encouraging 
them to understand their own metacognitive process, is their ability use it to the best advantage for 
their own continuous development, professional identity and humane understanding of patients.  
This moves understanding of reflection from an emphasis on individual learning to an 
understanding of learning as a mediated, socially oriented process (Vygotsky 1978). 
 
Dimensions for regulating the profession 
 
The General Medical Council, the regulator of healthcare provided by doctors in the UK, expects 
all graduates to become reflective practitioners, and requires the curriculum in medical schools to 
facilitate reflective competency and continuing personal growth. The recommendations set out in 
Tomorrow’s Doctors (2009, pp.26-7) emphasise key transitional attributes in becoming a doctor, 
of which being a reflective practitioner is a crucial part. An outcome of the UK regulatory function 
is the requirement of annual appraisal and five-year revalidation for doctors. 
 
21 Reflect, learn and teach others: 
 
a) Acquire, assess, apply and integrate new knowledge, learn to adapt to 
changing circumstances and ensure that patients receive the highest level of 
professional care. 
 
b) Establish the foundations for lifelong learning and continuing professional 
development, including a professional development portfolio containing 
reflections, achievements and learning needs. 
 
c) Continually and systematically reflect on practice and, whenever necessary, 
translate that reflection into action, using improvement techniques... 
(Tomorrow’s Doctors 2009, pp.26-27). 
 
Medical schools must also ensure that all tutors are “appropriately selected, trained, supported and 
appraised” (Tomorrow’s Doctors 2009, p.62), which by implication requires educators with the 
capacity to mentor students along with doctors qualified in reflective competence. Isaacson et al. 
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(2008) emphasise that creating an environment that fosters reflective practice is essential for the 
personal and professional development of medical students, and point out that students will be 
differentially motivated to engage in the reflective process. 
 
Learning and Teaching to Promote Reflection  
 
Reflection for learning and learning to reflect 
 
Over time there has been concern and debate as to whether reflection can be taught or even 
measured. Wald and Reis (2010) and Aronson et al. (2012) provide some evidence that structured 
frameworks can improve the quality of students’ written reflections. Teaching or facilitating 
learning for reflective competence, as previously mentioned, is based on the premise that we 
cannot expect the skills to develop without guidance. Some studies (Learman, Autry & O’Sullivan 
2008; McNeil, Brown & Shaw 2010) indicate low levels of reflection or reflective writing during 
residency training; and Fischer et al. (2008) indicate variable levels in medical students. If, as it 
seems, reflection is not intuitive, it must be imparted by educational intervention. Findings from 
research on the effects of reflective practice on the accuracy of medical diagnoses indicate a 
positive effect on complex cases where there was uniqueness and uncertainty; thus, it could offer 
the potential to reduce diagnostic errors (Mamede, Schmidt & Penaforte 2008). This affects 
patient safety, which will be further discussed below. Equally, for effective lifelong learning and 
high levels of professional competence, opportunities for reflection should be incorporated in the 
medical curriculum wherever possible. Students who achieve well are more often students who are 
aware of the weaknesses and strengths in their own learning processes (Ertmer & Newby 1996). 
 
Reflection and educational theory 
 
We consider how the construct of reflection might be viewed from three theoretical learning 












Reflective Activity Absence of/little 
encouragement to 
reflect 




Table 1. Learning theories and reflection 
 
Behaviourism – in all its guises, from the early Classical Conditioning of Pavlov to the radical 
behaviourists like Skinner (1938), Behaviourism rests on a teacher (or trainer)-centred approach, 
where there is no requirement for the learner to take an “active” cognitive role in the process. The 
deterministic control of the learner and learning process involves an imposition of teaching 
(training) style, learning style and pre-determined outcomes. Consequently, we would not expect 
reflection, as a metacognitive process, to be an element of this perspective. Realising that there 
may be learning contexts more didactic in nature, where a transfer of “undisputed” scientific 
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knowledge is deemed to be desirable, could it be argued that reflection is less important in certain 
academic settings? 
 
Cognitivism – Piaget’s (1926) Cognitive Constructionism in particular recognises the cerebral 
activity of the learner in response to environmental stimulus in the widest sense, and provides the 
foundations of the learner-centred approach. Under these conditions the learner reflects on the 
personal learning journey on their own terms, based on the stimulus material presented to them 
and any prompts to reflect provided by the teacher. This removes it from the sphere of the 
individual, instead moving it towards the social, demonstrating the influence of Vygotsky’s (1978) 
emphasis on mediation by a teacher.  
 
Social Constructionism – This represents what might be regarded as a current paradigm in 
learning and teaching that emphasises an interactional approach to developing reflective 
competence. The teacher’s role is that of facilitator, who “scaffolds” individual and group learning 
to enhance students’ self-awareness and develop their emotional intelligence. These constructivist 
methods tend to move learners out of their “comfort zone” to make collaborative “sense” of 
potential skills being presented to them. As Petty (2009, p.33) points out, “students only get good 
at doing it – by doing it”. Later in this paper, some student reflective narratives serve as examples 
of a journey towards reflective competence. 
The inherent power relationship emanating from the learning theory adopted in medical education 
and healthcare settings will affect the interactions between “novice” and “expert”, “client” and 
“professional”; and the forms of reflection. 
 
Models of reflection 
 
Harry stared at the stone basin. The contents had returned to their original silvery white 
state, swirling and rippling beneath his gaze. “What is it?” Harry asked shakily. “This? It 
is called pensieve,” said Dumbledore. “I sometimes find, and I am sure that you know the 
feeling, that I simply have too many thoughts and memories crammed into my mind.” 
 
“Er,” said Harry, who couldn’t truthfully say that he had ever felt anything of the sort. 
 
“At these times,” said Dumbledore, indicating the stone basin, “I use the pensieve. One 
simply siphons the excess thoughts from one’s mind, pours them into the basin, and 
examines them at one’s leisure. It becomes easier to spot patterns and links, you 
understand, when they are in this form.” 
 
Rowling, The Goblet of Fire (2000, pp.518-519). 
 
Rowling seems to encapsulate the processes of the mind in which metacognition allows us, with 
practice, to illuminate varied thought patterns; to consider and use this experience in the future at 




[Reflection] is a form of mental processing with a purpose and/or anticipated outcome 
that is applied to relatively complex or unstructured ideas for which there is not an 
obvious solution. Moon (1999, p.23) 
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Literature on models of reflection have developed over time, essentially ranging from an 
individualistic process to one that is becoming more collective and collaborative; from those that 
are retrospective, mechanistic and of the past to those that are more readily transparent and active 
in the present; or to those that are predictive, where there is a potential to consider future 
experiences, decisions and behaviours before the event, and perhaps to modify them. 
Dewey (1933, p.118) emphasised the need for learners to develop a habit of reflection, by learning 
how to “think well” or, in other words, deeply. The theory underlying Kolb’s (1984) reflective 
model, influenced by Dewey and Piaget (1926), suggests that knowledge and learning develop 
through a cyclical process of “review”, “questioning” and “reconstruction”. “Knowledge is 
continuously derived from, and tested out in, the experience of the learner” (Kolb 1984, p.27). 
This only occurs where experiences are reviewed and analysed retrospectively; a limited view, as 
an individual learning activity, is reviewed in the context of the environment and the role of 
others.  
 
Other cyclical, retrospective models, like those of Gibbs (1988) and Johns (1995), can be 
described using Schön’s (1983) conceptualisation as reflection-on-action: reflecting after an event, 
on what appeared to work well and what could be different in the future. This form of reflection 
often leads to reflective writing in the form of professional diaries or logs, which may not only 
demonstrate reflective capacity but also indicate a level of professional competence for regulatory 
purposes.  
 
Schön’s (1983) other concept of reflection, reflection-in-action, is the process where the learner is 
faced with a novel context or set of problems, in which experiences from the past don’t quite fit 
the new situation. This process of reflection permits the modification of the activity or procedure 
while it is occurring; in medical practice, it might be particularly appropriate in unexpected or 
unplanned clinical situations where preventing harm to patients is paramount, and often requires 
rapid adjustments to thinking and action. 
 
Killion and Todnem (1991) highlighted that reflection-for-action involves forethought and 
knowledge for planning actions;  for example, in the clinical context, a surgical team about to deal 
with a complex procedure might take time out for a team briefing to anticipate what might occur 
and plan accordingly. It is interesting to consider that thinking ahead of action is seen as reflection. 
Collective or collaborative reflection will be considered in a later section. 
Whilst more simplistic retrospective, cyclical models of reflection might be adequate for younger 
students or novice professionals grasping the nature and processes of reflecting, there is a need to 
consider the quality or depth of reflections. Moon’s (2004) four stages of reflecting in her 
Framework for Reflective Writing mirror Baxter Magolda’s (1992) four stages of knowing:  
 
Absolutist – knowledge is certain or absolute, Transitional knowing – partial certainty 
and uncertainty, Independent knowing – everyone has their own beliefs. We might 
contest that these beliefs are ‘independent’ but are always contingent upon culture, 
environment and significant others, e.g. religious beliefs develop according to 
upbringing, peers and the media. Contextual knowing – knowledge is constructed and 










Developing reflection across a spiral curriculum  
 
Many topics, many opportunities to reflect 
 
The structured support and learning opportunities built into the spiral curriculum at Leeds are 
proving to be an effective way of facilitating deeper and meaningful reflective practice over time. 
Scaffolding opportunities to develop reflective competence through facilitation for learning, using 
a wide range of related topics delivered during the undergraduate course, is seamlessly promoting 
reflectivity. 
 
The supported (scaffolded) learning is facilitated by means of small-group discussions and 
questioning by the tutor or coach to prompt continual reflection, central to most models of a 
reflective process. This competence moves to self-questioning by the individual, demonstrated in 
conversations and formative assessments, and becomes part of the repertoire of learning. The 
following dimensions are described here to indicate some of the topics introduced to medical 





Meichenbaum (1985) suggests that metacognition is an awareness of our own knowledge (what 
we know and don’t know) and our ability to understand, control and manipulate our cognitive 
processes. Research has shown that metacognitive skills can be taught to students, and that such 





As an example, one strand of metacognitive knowledge that can be taught and developed by 
raising self-awareness is problem-solving and decision-making. It can be developed by focusing 
on “thinking processes” in the early part of medical education, and revisited later through the 
spiral curriculum, in the form of clinical decision-making. Kahneman (2011) outlines two modes 
of thinking – fast and slow – and highlights how different outcomes might be possible from the 
same information input due to the different types of thinking processes. An understanding of 
modes of thinking can be useful during early transition to higher education to stimulate individual 
perceptions of learning and the amount of time spent on reflection. 
 
 
     System 1  Outcome Y 
  Input X 
     System2   Outcome Z 
System 1: Fast, automatic, frequent, emotional, stereotypic, subconscious, effortless 
System 2: Slow, effortful, infrequent, logical, calculating, deliberate, conscious 
 
Figure 2. Representation of Kahneman’s modes of thinking 
 
A useful discussion to promote, in the context of Kahneman’s model, is the 
conscious/subconscious aspects of the mind and automaticity, both in respect of System 2 and 
System 1 thinking and how it relates to reflection. For System 2, there is less automaticity and 
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increased higher-order cognition, and opportunity for critical reflection. The implication is for 
students (and professionals) to consider their automatic thinking and responses in situations that 
are not as they had been perceived. Which pathway is followed will depend on the level of self-
awareness and cognitive effort made to consider one’s thinking processes at a particular time.  
 
Self-regulated learning and empowerment 
 
I believe that self-regulated learning is a useful model for students to encompass in their program 
of learning, not only because of how it contributes to freedom of thought, but also because its 





Figure 3. Adapted from White and Gruppen (2010) 
 
Autonomous learning, central to the concept of self-regulated learning, operates at the 
constructivist end of the spectrum of learning and teaching theories. Along with intrinsic 
motivation, positive self-efficacy beliefs and self-assessment, learners can regulate their learning 
activity to improve the effectiveness of future outcomes. This metacognitive skill set is melded 
together through the reflective process and decisions taken to make adjustments to improve 
performance. It is important that teachers encourage learners to externalise these thought 
processes, either verbally or through written reflections, and give encouraging formative feedback 











Self-disclosure, introduced in the second week of the first year of the Leeds medical-degree 
program, has proved to be effective not only in urging medical students to consider its importance 
for doctor/patient relationships and history-taking during clinical consultations, but also in 
encouraging reflections on personal experiences.  
 
An early task is for each learner to present a digital storytelling piece to other co-learners in their 
small seminar group. Using multimedia that is familiar to them, the new higher-education student 
is encouraged to produce a lively, light-hearted presentation, three to five minutes long, that 
outlines thoughts and feelings about their transition to university. The intention and learning 
outcomes for this effective task is to deliver a very short presentation early in the first term and to 
disclose a few aspects of the self in a secure and respectful, small group environment; this begins 
laying the foundations for reflective competence. Respect and confidentiality are a requirement 
within “ground rules” for all new medical-student cohorts, and are an essential part of their 
professional development. 
 
Recent research (Brown 2014) focusing on feedback from first-year medical students about their 
perceptions of reflecting, as part of their “campus to clinic” placements, presents qualitative 
findings that question whether assessing reflective competency ought to be summative or merely 
formative (focusing on developmental process), and whether the process ought to be in a small 
peer-group setting or a one-to-one meeting with a mentor. Assuming that reflection can be learnt, I 
believe that a gradual development of the competence should be facilitated by means of a 
formative process. 
 
Some responses from the respondents: 
 
I find that when I come to write it on pen and paper I’m so concerned about getting it into 
a structure and getting it into a form of prose. 
 
I find that when I’m talking about something face to face with somebody else, I’m a lot 
more instinctive, perhaps even slightly more truthful or open, ready to disclose my 
feelings and emotions, whereas when I’m writing it by myself on a piece of paper, um, 
it’s almost, the ideas are more forced, um so I prefer discussing reflections rather than 
actually writing them down...and you’re more likely to disclose if you get a positive 
regard from the other person. 
 
In a curricular session facilitating the development of resilience within a medical career, a task is 
used to encourage reflection on an experience that the student found difficult, and from which they 
feel they have “bounced back”.  Two students gave their explicit consent to reproduce their 
reflections:  
 
One of the hardest situations I have ever had to deal with is the break-up of my 
parents’ marriage. I was 11, and it was a complicated and emotional experience for 
me. I definitely felt the strongest emotions I have ever experienced at that point in 
my life. At times I felt extremely alone and angry, but the overwhelming [feeling] 
was that of sadness for my parents and being torn between who to “side” with.  
 
The divorce process continued for many years, and the feelings got easier and 
easier to deal with throughout this time (including the odd emotional day!). The 
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way I tended to deal with these feelings [was] talking to those around me who I 
could trust, and trying not to dwell on things that I didn’t need to.   
 
On reflection, although not an ideal circumstance, I feel that my parents’ 
separation and subsequent divorce really shaped me into a more empathetic and 
understanding person. Before this, I tended to be reasonably cold and 
unsympathetic towards others. At the time, I felt as though I was dealing well with 
it; however, when I look back now, there were definitely times in which I struggled 
to keep a level head, due to the underlying emotions that I did not recognise were 
affecting me. Nevertheless, I did seek out help from friends and family when I 
needed it, which was essential to helping me see the situation as objectively as 
possible. (Student 1) 
 
Over the period of around 2 years in secondary school, I experienced a real 
difficulty getting on with my peers and schoolmates. It got to the stage where loads 
of people in my year chant[ed] names at me across the playing fields where I 
would spend lunch times, steal my books during lessons and write things over 
them, and mess with my things if I left them lying about in my form room, and 
there were even a few physical altercations between myself and others. At the time 
I found it very difficult to deal with, and absolutely hated the idea of going to 
school, and although I had a friendship group, I also felt isolated within that group 
and only had one or two friends who [I] would say I was close with, and who 
really saw how the situation was affecting me. However, I feel that much of the 
problem was caused by the fact that I allowed myself to become an easy target for 
abuse by reacting to it too strongly, and instead of either brushing it off and not 
taking it to heart, or trying to work out what it was that was causing myself to 
become such an easy target, I was unsure how to react. My subsequent behaviour 
was that of irritating people and trying to show off, as if that would somehow make 
others like or respect me. Of course it instead went the other way and only 
exacerbated the issue. The end result was that my confidence was knocked hugely, 
and since then I have always struggled with doubting myself and my abilities, 
which had repercussions in not just my social life but also in my academics. After 
spending a long time talking with my parents, and after some counselling sessions, 
I became aware that my behaviour and thoughts were making things worse, and 
began to alter the way I was behaving, for instance holding back more in social 
situations, and to address the lack of confidence I learnt that simply pretending to 
be confident and acting as if I was (for instance simply confidently walking down 
the corridors with my head high rather than looking at my feet) helped me to 
actually feel more confident in myself. I still regularly feel low in self esteem and 
doubt whether or not those I spend time with actually like me, but I am able now to 
worry about it less. (Student 2) 
 
These reflections were shared initially with the tutor only, via the student’s electronic progress 
file, and later shared with one other student in the small-group session; the content was strictly 
confidential to each pair of students in that session. What this task demonstrates is a combination 
of self-disclosure, self-awareness and emotional intelligence. Some students found the task to be 
emotionally demanding, though I suspect the reflective process for the students in these two 
examples could have been cathartic, in that subsequently they disclosed their previous experiences 
with the entire group and discussed their current level of resilience and psychological distance 
they had “travelled”. 
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Emotional intelligence and the humanities 
 
In the “affective domain” of the “taxonomy of educational objectives”, Krathwohl, Bloom and 
Masia (1964, p.20) believed that if cognitive objectives are developed in learners, corresponding 
affective behaviours will follow. The authors also believed that at one time, statements of affective 
objectives in educational courses were equal in number to statements of cognitive objectives, but 
that over a period of 10 to 20 years, there was an erosion of focus on the affective domain (p.16). 
Some explanation for this may be in the quest for quantifying learning outcomes in more valid and 
reliable ways; assessment techniques in the use of, for example, multiple-choice questions might 
not be amenable to measuring qualitative forms of learning outcomes, values and attitudes.  
 
Boud and Walker (1998) question the appropriateness of reflection where individuals don’t 
include elements of their emotional subjectivity. Solms and Panksepp (2015, pp.169-178) believe 
that feelings “are not epiphenomenal to the workings of the brain. Feelings evolved for good 
biological reasons”. But although the affective part of the human brain has been around much 
longer than the neocortex, in evolutionary terms, and people may be capable of controlling their 
emotions, in my experience feelings need to be considered as part of the reflective process.   
 
Moon’s Framework for Reflective Writing (2004, pp.13-15) includes the salience and use of 
emotional influences in the two higher levels of reflection. This framework has been used 
successfully by students, based on stimulus material from students’ anonymised reflective 
narratives and documents from qualified medics submitting for regulatory reassessment. In my 
experience, students are adept at assigning one of the four levels to each document, which 
subsequently increases their awareness of the “deepening” levels to improve their own reflective 
competence.  The ability to develop quality reflections can be taught and facilitated without the 
use of cyclical blueprints, which Boud (2010, p.27) has referred to as “reflection as recipe 
following” or “reflection without learning”. 
 
Again, during the first year of the Leeds program, presentation of the emotional intelligence strand 
begins with Goleman’s (2001) conceptual framework to give students the pegs on which they can 
hang their future reflections about emotions and their ability to manage them.  
 
 














Table 2. After Goleman (2001) and Jordan & Lawrence (2009) 
 
The four elements in this quadrant, along with Goleman’s fifth skill, (intrinsic) “motivation” (the 
drive to achieve and improve the levels of EI skills), are discussed for students’ understanding and 
improved competence in the four areas. This lets learners examine their emotions in a broader 
framework and to gauge where each element may need some improvement. It also allows them to 
examine their willingness to modify their thoughts and behaviours. The task based on this topic 
invites learners to reflect on perceptions of their current levels of emotional intelligence in each 
domain, then construct an action plan to address weaknesses. Students are remarkably honest in 
reflecting on this aspect of their learning, as demonstrated in their e-portfolios, and followed up 
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later in the year by their own review of their action plans to self-assess how far they believe they 
have “travelled”. 
 
An additional possibility to provide the learner with manageable goals to develop their emotional 
intelligence is to use the model suggested by McShane, Olekains and Travaglione (2013). This 
indicates that the learner begins at the lower level of competence before it is possible to move up. 
It would, however, be helpful to indicate to students that these levels are likely to overlap; for 





Figure 4. After McShane, Olekains & Travaglione (2013)  
 
The highest level of competence is likely to be required for individuals occupying a team-leader or 
management role; though it would be equally important for any positive and stable personal 
relationship.  
 
Inclusion of the humanities in medicine at Leeds is a means of helping medical students and junior 
doctors to appreciate human diversity, take subjectivity seriously and support affective 
development (Gordon & Evans 2010, p.84). The desirable learning that ensues from a focus on 
medical humanities is the development of empathy and professional competence within the 
context of patient-centred healthcare. Greaves (2004) points out that helping others means more 
than just solving medical problems, and that “curing” is not equivalent to “healing”; attending to 
the humanities through education and training allows students to “reflect on, and give expression 
to, their own and others’ experience of health, illness and care giving” (Gordon & Evans 2010, 
p.83). The inclusion of the humanities in medicine is further discussed in a later section. 
 
Professionalism and patient safety 
 
The undergraduate degree in medicine at Leeds was redesigned in 2010 to include a multi-
dimensional, professional strand that incorporates the elements presented in this section of the 
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paper, all of which facilitate reflection in one form or another. The strands of professionalism 
delivered in the small groups cover values and attitudes, behaving responsibly and acting with 
integrity, altruism and empathy, professional boundaries and the media. These provide vehicles 
not merely for discussion and fulfilling regulatory requirements, but for deep reflection 
individually, in smaller peer groups and through presentations and role-plays.  
The taxonomy of the affective domain mentioned previously refers to the “generalised set” as a 
system of attitudes and values, “a persistent and consistent response to a family of related 
situations or objects” that “...enables the individual to reduce and order the complex world about 
him [her] and to act consistently and effectively in it” (Krathwohl, Bloom & Masia 1964, p.184). 
A possible affective-learning objective might be “readiness to revise judgements and to change 
behaviour in the light of evidence” (Krathwohl, Bloom & Masia 1964, p.184). 
Synthesising the many elements of learning about professionalism is a complex process in the 
development of a professional identity, and strong reflective skills are needed to capture the 
interplay between critical thinking and situational analysis. Capacity-building for deep learning 
and reflective practice in medicine is imperative to ensure recognition of the complex elements of 
patient safety and safe practice. “Deep learning can be integrated with current experience and 
knowledge, resulting in rich cognitive networks that the individual can draw on in practice” 
(Kaufman & Mann 2010, p.22). 
 
Because we tend to work in a social-constructionist framework and openly value collaborative 
learning and feedback, it is useful to engage the students in feedback on collective learning about 
reflection; inviting them, as always, to engage metacognitively – in other words, to reflect on their 
reflective skills. The following are a sample of some Year 2 students’ responses to being asked, 
“How do you feel you have developed your reflective competence?”  
 
Learnt how to reflect on past to affect future: explore situations in more depth to 
properly reflect – not just scratch the surface; that many situations require 
reflection; reflection is a key to job satisfaction; reflection reduces errors and 
strengthens teams. 
 
I’ve become more confident in talking about how situations make me feel and not 
just describing them like a narrative. 
 
The tutor feedback has been really helpful in guiding and developing our reflective 
skills. I have genuinely noticed the benefits of improved reflections in getting me 
to critically analyse in greater depth my thought processes, relationships and 
clinical skills and practice. 
 
 
Directions for Reflection in the Future 
 
Social and cultural change 
 
Although the broad sweep of learning theories outlined earlier is not comprehensive, Table 1 
indicates how power relationships between novice and expert, client and professional may change 
over time (West 2010) and will affect the forms of reflection that may be desired, encouraged or 
even permitted. Professional practice is evolving, with more emphasis on reflection as a collective, 
rather than individual, activity, and a recognition that from a social constructivist-standpoint, the 
“co-production” of knowledge or understanding is a more helpful approach; co-production of 
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knowledge is defined here as a readiness and willingness of potential “co-producers” to create 
understanding together. In the context of this process, the emotional component is central to the 
ability and willingness to contribute. “While there is potential for learning in any situation, the 
greatest source of learning is from other human beings, in particular peers and patients” (Pitts 
2010, p.106). Two aspects to the development of a collaborative reflective process might be 
considered:  
 
1. Who is collaborating and co-reflecting; student peers, student and supervisors, 
experienced medics, doctors, patients, family carers, individuals from widely differing 
disciplines? 
 
2. What systems or practices need to be put in place to foster other forms of reflection? 
Whatever forms and groups might evolve from these possibilities, mutual trust and cultural 
changes will have to develop in tandem. The need for trust and a willingness to be open to the 
ideas and experiences of others, as well as one’s own, may require new ways of thinking for 
productive working. The following offers a few possibilities for the future. 
 
Possible directions for change 
 
The case for patient involvement 
 
Within a doctor-patient relationship, one might assume that from a position of reducing diagnostic 
error and increasing patient safety, the co-construction of health and wellbeing for the patient is 
crucial. Sinclair (1997) and West (2010) suggest that although psychological, sociological and 
narrative forms of understanding have been introduced into the medical curriculum, changes in 
medical culture are somewhat marginal. This said, there has been a definite push to promote 
patient-centred and self-care approaches within both primary and secondary care in the UK, 
though one might wonder whether this stems more from regulatory and audit purposes than from a 
desire to promote co-reflection with patients and clinicians, or patients’ self-reflection.  
 
Professional cultures of the future may need to increasingly build confidence and questioning into 
professionalism training, if changes are going to be anything but marginal (West 2010). Could 
there be a desire or need to promote collaborative reflections between medics and patients, in a bid 
to empower patients and co-construct an understanding to gain an optimum outcome for patient 
healing and wellbeing? Though many good clinicians would argue that this is what they do, more 
of a shift in the power relationship between the patient and doctor may be needed, along with 
some skilful interactions with patients to encourage a dialogue with reciprocal trust and 
willingness for both parties to disclose and reflect deeply. 
 
The case for professional and inter-professional learning 
 
Boud (2010, p.36) considers that reflection within professional practice “is a way of thinking 
about productive work, not strategy or technique”, and further suggests that “we do need to move 
beyond older conceptions of reflective practice that are insufficiently rich to generate further 
work”. We ought to be open-minded enough to consider other paradigms of reflection, 
experimenting with parameters such as the number of individuals involved and the form that the 
reflection takes. Reflection is often linked to continual professional development and continuing 
professional registration in the form of portfolios, reflective diaries and learning logs; reflection is 
coming to be used as a written proxy for current professionalism, and the document containing the 
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reflection as a quasi-assessment tool. Is this what reflection is, or has it much more to offer? Is 
there any reason why students can’t reflect together as a group, or co-practitioners -can’t produce 
understanding together? Reflective practice is usually conceptualised as the responsibility of the 
individual, and is assessed on that basis (Bradbury et al. 2010). Such conceptualisations tend to 
leave out reflections that consider workplace practices, workplace cultures and situated learning 
(Bradbury et al. 2010, p.82). In this way, social constructionist principles may be encapsulated 
within a socially contextualised framework. Working and learning as a member of inter-
professional teams involves the development of a modified professional identity formed by 
learning and communicating together in an inter-professional community, and that has the 
capacity to gradually become a “community of practice” (Wenger 1998).  
 
At Leeds, some elements of such a new paradigm for reflection have been implemented in an 
embryonic way. For example, medical students are engaged in inter-professional learning sessions 
over a period of three years, where Year 1 students from nine different healthcare professions 
work together in small groups on patient-safety matters to learn and reflect collectively. 
Opportunities for peer reflections in clinical settings for medical students are afforded by “Campus 
to Clinic” placements.  
 
The case for transdisciplinarity and learning from other disciplines 
 
Boud (2010, p.34) indicates the potential challenges for transdisciplinary teams coming together 
with a common purpose: there may be different traditions, cultures, thinking and ways of working, 
and this can apply to both academic disciplines and less formal occupational groups. As Boud 
(2010) suggests, there needs to be common ground with agreed expectations about the purpose for 
reflection and an appropriate outcome for the collaborative enterprise. “Co-productive 
relationships commonly start from situations in which there are differences in knowledge between 
parties, differences in skill and an imbalance of power – typically one side of a co-productive 
relationship has influenced the other” (Boud 2010, p.35). While healthcare workers from different 
disciplines might be considered to have a common ground, a purpose for co-reflecting and an 
appropriate target outcome (the best clinical outcome for patients), it is not an easy task to gain 
complete collaboration and co-production of understanding that results in the optimum outcome 
with and for the patient. 
 
Alternatively, we might consider learning about “reflection for learning” from other disciplines 
dissimilar to our own, which is perhaps the central focus of this special issue. A move in medical 
education is to consider the use of the humanities in medicine to develop insights that will 
facilitate humane judgements aligned with technical judgements. A problem with the biomedical 
approach is that illness or disease is the object of investigation and the body a site for specific 
protocols. Through a battery of specialised tests, the body is “read” by doctors, nurses and other 
healthcare professionals; in the future these processes may be partly assumed by robotics. In this 
way, the individual’s experience of being ill and their identity in dealing with the illness is often 
not part of the treatment. 
 
A new medical-humanities strand introduced to Year 1 students will spiral through later years of 
the curriculum. Students are exposed to music, film, poetry and still images to consider how these 
works awaken feelings, thoughts and memories. This highlights the affective domain within 
reflexivity and is delivered prior to their “digital storytelling” presentation; it is thus positioned to 
encourage the use of “the arts” in this early, non-assessable piece of work. A preliminary study in 
the use of drama in medicine (Gamble 2015) indicated that following experience of drama 
sessions, third-year students were more aware of verbal and non-verbal communication in 
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The development of reflective practice is certainly crucial for formative learning at the 
undergraduate stage of medical education, and throughout the clinician’s continuing professional 
development. Tutors and students would benefit from open discussion of the metacognitive 
dimensions of learning and the theories underpinning the process of reflection to facilitate their 
reflective competence. 
 
Facilitating reflective competence formally in the Leeds curriculum is emphasised by the learning 
opportunities and structured support the program provides. Developing self-awareness and 
competence to think about previous experiences, what is happening in the moment and what could 
happen in the future are imperative for improving the individual’s own actions and those of others 
in a range of contexts and different time frames.  
 
A number of topics and sessions are included in the spiralling curriculum, allowing students to 
develop reflective competency, both individually and collaboratively. These are delivered with 
support from an academic tutor or clinical supervisor. Having facilitated the concept of reflection 
with medical students, it is incumbent on the team of tutors to reflect on relative success and ways 
of continually improving learning and teaching for the future. I am pleased to report that this is 
accomplished at Leeds by a team of over 20 dedicated tutors – an effective, affective and 
reflecting community of practice. 
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